Women's perception on childbirth experience is frequently related to pain struggle, regardless the type of birth. We aimed to present our Department's experience on pharmacologically treating postpartum related pain. We developed a 6 months retrospective, descriptive study which included a number of 305 patients. Two sample patients were formed depending on the type of birth. In the sample of vaginal delivery a correlation between episiotomy and Paracetamol consumption was found (Pearson correlation of 0.238). In the sample of cesarean section births, for Acupan, Ketoprofen and Algifen the correlations with epidural anesthesia are negative and statistically significant at the 99.9% confidence level.
Women's perception on childbirth experience is frequently related to pain struggle, regardless the type of birth. Pain intensity, pain-related disability, pain duration and pain aûect are the aspects that deûne pain and its effects [1] . Although the first three can be easily assessed using various instruments, pain affect defined as the degree of emotional arousal or changes in action readiness caused by the sensory experience of pain [2] is often more difficult to objectify.
Pain can be perceived differently especially under the specific neurohormonal changes characterizing immediate postnatal period. The direct effects on the mother's wellbeing and her ability to care for her infant are strong aspects that influence initiation of specific therapy. Postpartum depression affects 1 in 7 mothers [3] . The negative impact on the patient's psychological health sometimes resulting in maternal suicide has brought this pathology into specialist's attention once more. Even if it is still underdiagnosed in many healthcare systems and neglected by the medical research field, evidence suggests that an association exists among acute postpartum pain, chronic pain and postpartum depression [4, 5] .
Whether it is related to the pelvic trauma of vaginal birth or to the surgical scar after caesarean section, pain under all its forms remains the major most common symptom to treat after delivery. American College of Obstetricians and Gynaecologists states that nonpharmacologic and pharmacologic therapies are important components of postpartum pain management [6] . It is known that pain is multifactorial, therefore multimodal analgesia is the best approach [7] . It uses drugs that have different mechanisms of action which potentiates the analgesic effect [6] . Depending on the intensity and the subjective complaints regarding pain experience, patients are usually given analgesics following a stepwise approach.
Step one includes nonopioid analgesics (eg, acetaminophen or nonsteroidal anti-inflammatory drugs -NSAID), step two adds milder opioids (eg, codeine, hydrocodone, oxycodone, tramadol, oral morphine), and step three incorporates stronger opioids (eg, parenteral morphine, hydromorphone, fentanyl) [6] .
We aimed to present our Department's experience on pharmacologically treating postpartum related pain by analysing all medical records on patients who delivered in our clinic between December 2017 and May 2018. We focused especially on the use of the following commercial pharmacological products: Paracetamol (acetaminophen), Acupan (nefopam hydrochloride), Algifen (metamizole, pitofenone hydrochloride and fenpiverinium bromide) and Ketoprofen (propionic acid derivate).
Experimental part
We developed a 6 months retrospective, descriptive study which included a number of 305 patients who delivered in our Department.
Inclusion criteria were based on the informed consent of the patient to take part in this study along with admission for delivery in St. Pantelimon Emergency Hospital during December 2017 to May 2018. Patients who gave written refusal to follow any prescribed therapy on the medical chart were excluded from this study. Women diagnosed with postnatal complications such as infections, haemorrhage or haematomas were not considered.
All data was gathered from each patient's electronic medical record stored in Info World application as well as from their admission papers.
We considered being relevant the entire therapeutical plan of patients during their hospitalization after delivery, with focus on the administration of the following pharmacological commercial products: number of Paracetamol vials along with Ketoprofen, Algifen and Acupan ampoules.
Other drugs destined to treat comorbidities were not taken into account. Also, we did not evaluate the opioid drug use because in our department Mialgin-the only compound used from this class -is administered scarcely.
This analysis is based on descriptive statistics (number of cases, percentages, mean, standard deviation, minimum and maximum) and correlational analysis (providing Pearson correlations and the statistical significance level). We used IBM SPSS Statistics, version 22. The variables included in the analysis are the following: number of vials or ampoules of the pharmacological compounds used, length of hospital stay in days, presence or absence of episiotomy and epidural anesthesia. The variables were analyzed in two samples: one including patients who delivered vaginally and the other including women who delivered by cesarean section.
The results of this study are influenced by a few significant drawbacks: there weren't any pain objectifying instruments like visual analogue scales applied to the patient before pain treatment nor in the evaluation of pain reduction. Data collection is appointed as a possible source of bias.
Results and discussions Descriptive statistics
This study comprises a number of 305 patients aged 14 to 42 years old (26.9 years old in average). We found that 92 patients (30.1%) delivered vaginally and had 14 to 42 years old (25.2 years in average), while 213 patients (69.9%) delivered by cesarean section and had between 15 and 41 years old (28.6 years in average) ( fig. 1) Regarding the group of patients who had vaginal delivery, 50 patients (54.3%) out of 92 were primiparas; 91 were single pregnancies and 1 was a twin pregnancy; 13 patients (14.1%) had premature birth and corresponding gestational age between 29 weeks 0 days and 36 weeks 6 days. 79 patients (85.8%) delivered at term (37weeks 0 days and above) Infants born from mothers in this group weighted between 1980g and 4150g (3209.3g in average). Seventy four (74) patients (80.4%) had episiotomy/episiorraphy. Patients were hospitalized 3.3 days on average.
The group of patients who delivered by cesarean section had 102 primiparas (47.8%). There were 3 multiple pregnancies (twin pregnancies). Twenty three (23 or 10.7%) were premature births (corresponding gestational age between 29 weeks 0 days and 36 weeks 6 days) and 190 (89.2%) were at term (37weeks 0 days and above). Newborns delivered in this group had between 1350g and 4200g (3449.1g in average). A number of 146 patients (68.5%) had peridural anesthesia. Patients were hospitalized 4.2 days on average.
Analgesic consumption (table 1) of Paracetamol is similar for both types of delivery, with a mean of 1.57 vials for vaginal delivery and 1.38 vials for cesarean delivery.
The maximum values are different, for vaginal delivery we have a maximum of 5 Paracetamol vials and for cesarean delivery a maximum of 3 vials. Ketoprofen consumption has a mean value of 2.99 ampoules for vaginal delivery (with a range between 0 and 6 ampoules) and a mean value of 4.18 ampoules for cesarean delivery (with a range between 2 and 8 ampoules). Algifen consumption is a bit different as well, with a mean of 3.51 ampoules for vaginal delivery (ranging between 0 and 6 ampoules) and a mean value of 4.54 ampoules of cesarean delivery (ranging between 3 and 7 ampoules). The difference is wider for Acupan consumption, with a higher mean for cesarean delivery (5.27 ampoules; minimum 3 ampoules and maximum 8 ampoules), for vaginal delivery having a mean of 3.45 (minimum 0 ampoules and maximum 6 ampoules). Women with cesarean delivery stay longer in the hospital, on average (a mean of 4.20 days, with a minimum of 3 days and a maximum of 6 days), compared to women who delivered vaginally, who stay a mean of 3.34 days (minimum 2 days and maximum 5 days). Eight out of ten women with vaginal delivery had an episiotomy and 7 out of 10 women with cesarean deliver y had epidural anesthesia (table 1) .
Correlations
For women with vaginal delivery, correlations between episiotomy and analgesic consumption (table 2) show a statistically significant result at the 95% confidence level only for the correlation between episiotomy and Paracetamol consumption (Pearson correlation of 0.238). Thus, women with episiotomy had more Paracetamol vials than women without episiotomy. For the other analgesics, the level of consumption is similar for women with and without episiotomy.
Correlating epidural anesthesia with analgesic consumption in the sample of women with cesarean delivery (table 3), we found that only the correlation between epidural anesthesia and Paracetamol consumption is not statistically significant, meaning that there is no variation in the second variable when the first one changes its value. For all the others, the correlations are negative and statistically significant at the 99.9% confidence level. Thus, women with epidural anesthesia are less likely to be prescribed Ketoprofen ampoules as well as any Algifen or Acupan doses (Pearson correlations: -0.586, -0.612 and -0.556 respectively).
All correlations between length of hospital stay and analgesic consumption are not statistically significant at any accepted level (for both samples, with vaginal or cesarean delivery), showing that women who stay longer in hospital have similar levels of analgesic consumption with women who stay shorter periods of time in hospital. Based on these samples, we cannot say that the longer women stay in hospital, the higher their analgesic consumption, at least based on our bivariate analysis (table  4) . Hospitalization is most certain influenced by other medical factors like the patient's comorbidities and is sometimes determined by the newborn's status and his need for medical care.
Pain as a symptom often translates an ongoing inflammatory process in a certain situs in the body. The most common sources of pain in the first days after vaginal birth are breast engorgement, uterine contractions, and perineal lacerations [6] ; we also add the episiotomy scar as an important factor, since in our study 80.4% of the patients underwent this minor intervention. We did not focus on any other source of pain except the pelvic area; perineal lacerations were not mentioned, possibly biased by data collection process. The latest recommendations regarding analgesia after vaginal birth, mention that oral drug administration is preferred. In this report, all the 4 pharmacological compounds were administered by intravenous or by intramuscular injection. American College of Obstetricians and Gynaecologists state that for uterine cramping Nonsteroidal anti-inflammatory medications are more effective than acetaminophen [6] .
Paracetamol (acetaminophen/N-(4-hydroxyphenyl) acetamide), a drug used for its analgesic and antipyretic activity, is known to be the main metabolite of phenacetin formed in vivo [8] ; it does not possess any antiinflammatory property and therefore is prescribed to be administered in single therapy or combined with other medication. In our study we evaluated the use of intravenous infusion only. It was prescribed for short term administration in mild pain and/or fever. A single vial of Paracetamol is prepared under 10mg/ml formula.
A 2016 systematic review concluded that NSAIDs appear to be more effective than acetaminophen at 4 hours after birth (relative risk, 1.54; 95% CI, 1.07-2.22), but there is no significant difference at 6 hours after birth [9] . However, the results of our study underline the fact that women with episiotomy had more Paracetamol vials than women without episiotomy while the consumption of other analgetics was similar.
Lately, the focus has been set on single dose therapy effectiveness and studies have shown that a single dose of acetaminophen (500-1.000 mg) or an NSAID relieves pain better than placebo [9, 10] .
Concerning the patients who underwent caesarean section, it has been proven that neuraxial opioids provide the greatest postcesarean birth analgesia, but most women require additional analgesia because the effects of neuraxial opioids diminish [11] . For instance, Acupan, Ketoprofen and Algifen are the most used analgesics in our department and multimodal therapies are implemented for each patient in the immediate postoperative period. evolution of depression [22] [23] [24] [25] [26] [27] [28] [29] [30] . We take into consideration the possibility of discovering future connections between different stages of the birth process and the patient's perception on pain experience.
Conclusions
Paracetamol is the preferred administered analgesic in patients who had episiotomy during vaginal birth.
Among patients who delivered by cesarean section, in those with epidural anesthesia the pharmacological regimen of pain was significantly reduced compared to those without epidural anesthesia.
Multiple maternal and newborn related factors are compulsory to consider along with maternal analgesic regimen when analysing the hospitalization length.
Acupan is an injectable drug, one ampoule of 2 ml containing 20mg of nefopam hydrochloride (5-methyl-1p h e n y l -1 , 3 , 4 , 6 -t e t r a h y d r o -2 , 5 -b e n z o x a z o c i n e hydrochloride). It is known to be a centrally-acting, nonopioid benzoxazocine with analgesic activity [12] . It can be administered by intramuscular injection or by slow intravenous infusion especially for postop pain [13] . The mechanism of action of nefopam hydrochloride is unclear [12] but may involve inhibition of serotonin, dopamine and noradrenaline reuptake.
Algifen is a pharmaceutical compound containing metamizole (sodium [(1,5-dimethyl-3-oxo-2-phenylpyrazol-4-yl)-methylamino] methanesulfonate), pitofenone hydrochloride (methyl 2-[4-(2-piperidin-1-ylethoxy) benzoyl] benzoate hydrochloride) and fenpiverinium bromide (4-(1-methylpiperidin-1-ium-1-yl)-2,2-diphenylbutanamide bromide). This product is retailed in 5ml ampoules. Metamizole is a drug that has analgesic, antiinflammatory, antipyretic and spasmolytic properties [14] . The analgesic effect is based on the inhibition of a central cyclooxygenase-3 and activation of the opioidergic system and cannabinoid system, while the mechanism responsible for the spasmolytic effect is associated with the inhibited release of intracellular Calcium as a result of the reduced synthesis of inositol phosphate [15] . Along with two antispasmodic agents: pitofenone hydrochloride and fenpiverinium bromide, Metamizole forms an effective analgesic and parasympatholytic mixture prescribed for intense acute pain syndrome following surgery.
Ketoprofen (2-(3-benzoylphenyl)propanoic acid) is a propionic acid derivate and nonsteroidal antiinflammatory drug with anti-inflammatory, analgesic and antipyretic effects; this drug inhibits the activity of the enzymes cyclo-oxygenase I and II, resulting in a decreased formation of precursors of prostaglandins and thromboxanes [16] , this way explaining especially its antiinflammatory effect. An ampoule of Ketoprofen contains a drug distribution of 100mg/2ml.
In our study we have proven that women with epidural anesthesia are less likely to be prescribed Ketoprofen ampoules as well as any Algifen or Acupan doses.
Surely, postoperative oral administration of analgesics has also been studied and results showed that paracetamol 1000mg and 650mg had a number-needed-to-treat of 4.6 (3.8-5.4) and 5.3 (4.1-7.2) respectively for at least 50% pain relief when compared with placebo [17] . An interesting perspective for our department to use would be the use of local anesthetics delivered by wound infiltration or transversus abdominis plane block [11, 18, 19] .
Another point reached in our study mentions the hospitalization period. Even if a correlation has been sought between the length of stay and the need for pain therapy, no statistical relationship could be established between these variables because adjustments involving other maternal and fetal factors were compulsory to make. Ahlen proved that in Sweden hospital length of stay was longer for caesarean section delivery (emergency and elective) compared to vaginal delivery (p<0.01) [20] . However, beside the delivery mode, it is essential to take into consideration the existence of maternal comorbidities along with possible postpartum complications like haemorrhage and infections when discussing hospitalization. At the same time, a sensitive aspect regarding iatrogeny is currently set out to explore, particularly since microbial contamination of biomaterials in medical practice has become a main concern in the last two decades [21] .
Postpartum depression as a result of unsatisfactory pain management has been a subject of debate over the last years; preliminary results are inconclusive but a novel hypothesis suggests that the woman's experience of pain control after labor is likely to contribute more to the
